Discussion
Actinomycosis is a chronic infectious disease caused by several species of the family Actinomycetaceae. They are anaerobic or microaerophilic and form mycelia which appear as granules called "sulphur granules" which are diagnostic for actinomycosis. The organisms are normal inhabitants of the oropharynx and pulmonary infection is acquired by aspiration of the contaminated secretion from the oropharynx. Thoracic involvement occurs in 15% of these patients.5
A pulmonary air meniscus is a rare presentation of thoracic actinomycosis. The common causes of a pulmonary air meniscus are fungus ball, blood clot in a tuberculous cavity, bronchial adenoma, carcinoma, Rasmussen aneurysm, hamartoma, hydatic cyst, lung abscess, pulmonary gangrene, sarcoma, and tuberculoma. In the 10 previously reported cases of actinomycotic intracavitary colonisation with an air meniscus, four had coexistent fungal infection in the cavities. In the present case the components of the "ball-in-hole" were mostly actinomycetes mycelia without any evidence of fungal infection.
A CT scan of pulmonary actinomycosis usually reveals a soft tissue mass with varying degrees of infiltration, abscess formation, and pleural thickening adjacent to the airspace consolidation which is seldom diagnostic. Attenuation of the mass on the CT scan is usually less than of muscle and solid viscera,6 as in our case.
The diagnosis of pulmonary actinomycosis is usually based on microscopic examination or culture of the material aspirated from the lesion, anaerobic sputum culture, or histological examination of the resected specimen and from bronchoscopic biopsy. The bronchoscopic findings are usually not diagnostic and include yellowish, hard or friable endobronchial masses.78 In this case a characteristic "ball-in-hole" was seen at bronchoscopy and histological proof of actinomycosis was obtained before surgical intervention.
